Nondominant minorities (ethnic/racial minorities and socially or economically disadvantaged groups) are often more likely to engage in risky and unhealthy behaviors, including smoking, alcohol and drug use, sexual risk behaviors, overeating, poor exercise habits, and unsafe driving behaviors, than the majority group in their societies. This pattern appears to be widespread in many countries and among different nondominant groups, 1---8 although there are notable exceptions to this general trend. 9, 10 Over the years, different explanations have been proposed to account for these health disparities. These explanations can be generally divided into 2 groups: macrostructural explanations, which focus on the structural conditions that influence individual behavioral dispositions, and microagentic explanations, which tend to emphasize individual behaviors and downplay structural constraints. 11 The 2 types of explanations lead naturally to differing and sometimes strongly opposed prescriptions for rectifying the situation, and in accordance, they are associated with different political ideologies. Macrostructural explanations tend to be liberal, in that they focus on external factors, and hence, are consistent with the prevailing ideology in public health, which calls for changes in structural conditions to improve individual outcomes. Microagentic explanations tend to be politically conservative and focus on the need for members of minority groups to make better choices when it comes to risky health behaviors. 12 However, both macrostructural and microagentic explanations have a similar shortcoming, in that they both perceive members of nondominant groups as passive agents, viewing individuals as either passively influenced by larger structural factors, or as failing to make "good" choices in light of the situation in which they live. Moreover, these explanations are incomplete, in that they fail to address key individual-and cultural-level mediating factors, thereby limiting our ability to fully understand the complex determinants of health.
To overcome this shortcoming, Factor et al. 10 recently introduced the social resistance framework to explain risky and unhealthy behaviors among nondominant minorities. This innovative perspective integrates the macrostructural and microagentic approaches, and sees members of minority groups as active rather than passive agents. The social resistance framework posits that the discrimination faced by nondominant minorities, their low status in society, and their alienation from society-factors that were also previously found to be related to risky and unhealthy behaviors 5,13---17 -may encourage members of these groups to actively engage, consciously or unconsciously, in a variety of everyday resistance behaviors against the majority group, 18 which may include high-risk and unhealthy behaviors. That is, engaging in unhealthy behaviors offers members of nondominant groups an opportunity to express their opposition to the larger society, and to send a message to the dominant group that its control over their lives is not without bounds. 10 The social resistance framework generates numerous propositions that need to be rigorously tested in various societies. The present study provides a preliminary test of the framework's core hypotheses, using a pilot study of 200 members of a majority group (Whites) and 200 members of a minority group (African Americans) in the United States. African Americans may serve as a good example of a nondominant minority group in the context of the social resistance framework because of their particular history, in which Objectives. The recently developed social resistance framework addresses a widespread pattern in which members of some nondominant minorities tend to engage in various risky and unhealthy behaviors more than the majority group. This pilot study tested the core hypotheses derived from this innovative framework.
Methods. We conducted in 2011 a nationally representative Web-based survey of 200 members of a nondominant minority group (African Americans) and 200 members of a majority group (Whites).
Results. The preliminary findings supported the main premises of the framework and suggested that nondominant minorities who felt discriminated and alienated from society tended also to have higher levels of social resistance. Those with higher levels of social resistance also engaged more in risky and unhealthy behaviors-smoking, drinking, and nonuse of seat belts-than did those with lower levels of social resistance. These associations were not found in the majority group.
Conclusions. These preliminary results supported the framework and suggested that social resistance might play a meaningful role in risky and unhealthy behaviors of nondominant minorities, and should be taken into account when trying to reduce health disparities. (Am J Public Health. 2013;103:2245-2251. doi: 10.2105/AJPH.2013.301212) they were enslaved for several hundred years and, after the abolition of slavery, were effectively deprived for another century of full citizenship rights. 19 As previously described, the social resistance framework suggests that power relations in society can lead nondominant minority groups to engage in a variety of unhealthy behaviors through everyday resistance acts. 18, 20 In addition, the framework posits that these power relations may lead members of nondominant minorities to develop an oppositional collective identity, under the banner of which they deliberately choose not to embrace attitudes and behaviors that are identified with the dominant group-or put differently, that are perceived as "acting White." 21 Both everyday resistance and the rejection of acting White can affect 2 overlapping sets of behaviors: behaviors that are directly related to physical health (e.g., smoking, alcohol use, and weight control), and behaviors that represent an absence of commitment to the country's laws (e.g., compliance with road safety regulations and age-related restrictions on smoking and alcohol use). The theory proposes that by engaging in everyday resistance acts, members of nondominant minorities demonstrate their willingness and ability to defy the country and the dominant group. Moreover, these high-risk behaviors may be seen as a "safety valve" 22 that reduces stress while enabling nondominant minorities to express dissatisfaction with their status. Such everyday resistance practices may also serve to demarcate the limits of the dominant group's power. They create a boundary that signals to the dominant group that their control over the individual has its limits. In this way, such behaviors may parallel deliberate self-injury or self-mutilation among prisoners, behaviors that enable prisoners to assert their autonomy. 23, 24 Following this logic, the core hypotheses of the social resistance framework are as follows:
H1: members of nondominant minority groups who feel discriminated against and alienated from society will score higher on measures of social resistance than members of the majority group. H2: members of nondominant minority groups who score higher on measures of social resistance will be more likely to engage in risky and unhealthy behaviors than those who score lower on such measures.
METHODS
The data for the present pilot study were collected in 2011 by YouGov (formerly Polimetrix), a professional polling organization, via a nationally representative Web-based survey of 200 White Americans and 200 African Americans using the sample matching method. Under this method, YouGov randomly selects cases from its survey panelconsisting of 1.5 million US residents who have agreed to participate in Web surveysthat closely match a target sample on an array of characteristics, including gender, age, race, education, party identification, ideology, and political interests. Then, the matched set of survey respondents is weighted to known marginals for the general US population from the 2006 American Community Survey. The final weighted subsamples of the present study produced by this process are thus representative of African Americans and Whites in the United States on a broad range of demographic characteristics.
25---27
The sample matching method overcomes the sample quality problems experienced by most Internet surveys. Once the survey panel is large enough, this method (1) can produce representative samples with low levels of total error, (2) yields results similar to a simple random sample, and (3) outperforms conventional estimates based on random digit dialing phone surveys. 28, 29 The YouGov panel and sample matching method are widely used in public opinion surveys as well as health research.
25,30---32
The survey was based on the UNhealthyRESisTance (UNREST) questionnaire, which we designed to capture the main concepts of the social resistance framework. Three UNREST questionnaire scales were relevant to the present study. Two of these scales, measuring everyday discrimination and alienation, were previously validated on diverse populations. 33, 34 The third scale, measuring social resistance, was developed and validated following DeVellis' guidelines for scale development 35 (details can be obtained from the authors upon request). Items were answered on a 7-point Likert scale (the scale items, response ranges, and Cronbach alphas can be found in the Appendix, available as a supplement to the online version of this article at http://www.ajph.org.). Scores for each scale were calculated as a weighted average of its items based on the loadings obtained from a principal components factor analysis (the factorial structure can be obtained from the authors upon request). Following the everyday discrimination measure, respondents were asked whether they attributed the discrimination they experienced to race, ethnicity (i.e., ancestry or national origin), or some other reason (such as age or gender). Only respondents who cited race or ethnicity were coded as experiencing everyday discrimination for the analyses. In presenting the results, we will therefore refer to this measure as "everyday racial discrimination."
The following demographic characteristics and socioeconomic variables were collected: age, gender, race (African American or White), attendance at religious services (1 = never, 5 = more than once a week), and highest education completed (1 = did not graduate from high school, 6 = postgraduate degree). We also collected data on respondents' household income and the number of people living in the household, and used these figures to calculate respondents' income per capita.
For the outcome variables, following Factor et al., 10 we collected information about 4 risky or unhealthy behaviors that were shown to be related to morbidity and mortality. 36, 37 Two of the 4 were chosen to represent unhealthy lifestyle behaviors (smoking and alcohol use), whereas the other 2 represented risky behaviors that might reflect noncommitment to the country's laws (nonuse of seat belts as a driver and as a passenger). Smoking was calculated as the number of days the respondent smoked over the last month, multiplied by the number of cigarettes smoked on average each day.
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Drinking was calculated as the number of days the respondent consumed any type of alcohol (including beer, wine, and liquor) over the last month, multiplied by the number of drinks consumed each day. 39 The 2 seat belt items were calculated by asking respondents how often they had failed to use seat belts as a driver and as a passenger during the last 12 months (0 = never failed to use a seat belt, 6 = very often failed to use a seat belt ). 40 It should be noted that although there might be some overlap between the 2 seat belt variables, the literature indicated that people were not consistent in their use of seat belts as drivers versus as passengers. 41 Descriptive statistics of the main research variables for both races are presented in Table 1 .
RESULTS
Because the outcome variables were count data or right-skewed, we used Poisson regressions in the analyses presented in the following. 42 First, we explored the underpinning rationale of the social resistance framework by testing our first hypothesis, which suggested that higher levels of social resistance would be found in members of nondominant groups who perceived themselves as discriminated against, or who felt alienated from society. The Poisson regression presented in Table 2 suggested that members of the minority group (African Americans) who perceived higher levels of everyday racial discrimination and alienation also exhibited significantly higher levels of social resistance. Holding the other variables in the model constant, an increase of 1 unit in everyday racial discrimination among members of the nondominant group was related to an increase of 6% in their expected estimated social resistance; similarly, a 1-unit increase in alienation was related to a 7% increase in expected estimated social resistance. This effect was not significant for the dominant group (Whites). Therefore, our preliminary results supported our first hypothesis. Interestingly, the model in Table 2 further shows that among the nondominant minority group, attendance at religious services was negatively associated with social resistance, meaning that members of the nondominant group who were less religious tended to score higher on measures of social resistance. Moreover, consistent with the premises of the social resistance model, 10 in both races younger individuals tended to score higher on social resistance measures. Next, we tested for a positive association between social resistance and the 4 outcome variables (high-risk or unhealthy behaviors) among members of the nondominant minority group, and whether that association was stronger for the nondominant than for the majority group, as postulated in our second hypothesis. As shown in Table 3 , social resistance was not significantly associated with any of the outcomes among the dominant group. By contrast, social resistance was positively and significantly associated with all 4 behaviors among the nondominant minority group. Controlling for all other variables, Note. CI = confidence interval; OR = odds ratio. *P < .05; **P < .01; ***P < .001.
every 1-unit increase in the social resistance scale was related to increased involvement in these behaviors, ranging from 25% (for smoking) to 53% (for riding as a passenger without a seat belt). Moreover, in these models, alienation was not significantly associated with any risky behavior (for either group), and everyday discrimination had a significant positive association only with consuming alcoholic beverages. Finally, as a side note, we compared the model shown in Table 3 with a reduced model that did not include the social resistance variable (not shown in this article) to test whether including the social resistance variable affected the associations between alienation and everyday racial discrimination and the unhealthy and risky behaviors. Among African Americans, the inclusion of social resistance eliminated the association between alienation and smoking and between everyday racial discrimination and nonuse of seat belts as a passenger, and slightly reduced the strength of the association between everyday racial discrimination and drinking. (Results for these analyses can be obtained from the authors.) These findings suggested that the mechanisms by which social resistance affected unhealthy behaviors might differ for different risky behaviors.
The effects shown in Table 3 can be easily observed in Figure 1 , which presents the predictions regarding risky and unhealthy behaviors from the Poisson regressions when all other variables in the model were held constant. 42 The slopes in Figure 1 show that the effect of social resistance on the studied behaviors was stronger for the nondominant group than the majority group (for the majority group, social resistance was not significant).
Controlling for the other variables in the model, African Americans who scored highest in social resistance were estimated to smoke, on average, about 139 cigarettes per month, compared with only 36 per month for those who scored lowest (Figure 1a) . Similarly, those who scored highest in social resistance consumed a predicted 53 alcoholic beverages per month, compared with 5 for those who scored lowest (Figure 1b) . Finally, our analyses suggested that those African American respondents who scored highest in social resistance frequently went unbuckled, both as drivers (3.2 on a 0---6 point scale) and passengers (4.5). The comparable figures for those with the lowest levels of social resistance were only 0.3 for drivers and passengers (Figure 1c and 1d) . Thus, our second hypothesis was also supported by our analysis.
DISCUSSION
Across many societies, a troubling pattern can be observed wherein nondominant minorities appear to engage in various unhealthy behaviors, such as smoking, drug and alcohol use, sexual risk behaviors, overeating, and unsafe driving habits, to a greater degree than the dominant group in their society. Recently, Factor et al. 10 introduced the social resistance framework as a new approach to explaining this pattern. According to this framework, power Note. CI = confidence interval; OR = odds ratio. *P < .05; **P < .01; ***P < .001.
relations in society may encourage members of nondominant minorities to engage in everyday social resistance acts that include unhealthy and risky behaviors. From this innovative and complex framework, several hypotheses can be derived. In the present pilot study, we sought to test the main premises of the social resistance framework, with a national representative sample of 200 members of a nondominant group (African Americans) and 200 members of a majority group (Whites).
The results of this preliminary study indicated that African Americans who reported higher levels of everyday racial discrimination and alienation from the larger society also scored higher in measures of social resistance. In turn, African Americans who scored higher in social resistance were also more likely to engage in unhealthy and risky behaviors. They tended to smoke more and to consume more alcoholic beverages, and they were less likely to buckle up their seat belts as both drivers and passengers. This pattern was not observed among the majority group. Thus, our results provided preliminary support for the social resistance framework, and hinted that social resistance might be 1 of the underlying mechanisms behind the participation of nondominant minorities in risky and unhealthy behaviors. The framework and the present findings suggested that similar processes were likely to be evident for other nondominant minorities (and possibly other social groups that face Note. The effects displays were modeled from the Poisson regressions when all other variables in the model were held constant to their means. The trends were significant at P < .05 for African Americans, and were not significant for Whites. a How often failed to use seat belts in previous 12 months. Response categories ranged from 0 = never to 6 = very often. discrimination and alienation). At the same time, because there were empirical examples that deviated from the general pattern of majority-minority health disparities, 10 the present results should be interpreted cautiously and might not be generalizable to all nondominant minority groups. Previous studies suggested that, for the most deprived members of society, resistance to health education messages might represent a rational response to their life chances and particular circumstances. That is, informed by a lay epidemiology, such individuals assessed their reduced likelihood of survival and determined that it was not worth their while to change some risky behaviors; instead, they shifted the balance toward minimizing hazards that represented more immediate threats to their health. 43, 44 The present findings, however, implied that engaging in risky and unhealthy behaviors might represent not merely a passive response (however rational). Rather, it might also represent an active response by some minority group members aimed at expressing their dissatisfaction with their social position. In general, the resistance framework informed us that education-oriented strategies to change behavior would not suffice. Our model suggested that people who engaged in risky and unhealthy behaviors did not necessarily lack knowledge about the consequences of their actions. Rather, some might be well aware of the associated risks, and their risky choices might be agentic expressions of their resistance. Under these conditions, lecturing to members of nondominant groups about the risks of their behavior was likely to backfire in at least some cases, because it might make the intended audience even more determined to avoid being manipulated by the messages of the dominant group. One implication of this view is that policymakers charged with designing interventions should not focus merely on delivering educational messages, but must also address people's underlying motivations for choosing particular behaviors. For example, if smoking is perceived as an act of resistance, an effective intervention might be one that reframes the terms of this resistance-for instance, by shifting the target of resistance from the dominant group to manipulation by corporate interests (e.g., the Florida antismoking truth campaign 45, 46 ). More ambitiously, it might be possible-with the aid of attitudinal and behavioral change agents, such as the mass media, the educational system, and nondominant minority leadership-to work to eliminate the exploitation that leads to frustration or to channel the frustration of nondominant minority groups to more constructive alternatives. Such efforts would aim to empower disadvantaged communities to work together to actively produce social change and make themselves heard by the dominant group. At the same time, researchers and practitioners need to be aware of the potential risk of framing norm and law violations too positively, and allowing social resistance behaviors to receive an inappropriate degree of empathy that disregards their health consequences. Social resistance does not occur in a vacuum. It is also well documented that socially disadvantaged populations have less access to health-related information, 47 and that powerful economic interests market unhealthy behaviors to them. 48 Future research is called for to help us better understand how all these factors interact to affect the social distribution of disease and its risk factors.
The preliminary results of the present pilot study should be interpreted in light of its research limitations. First, we used crosssectional data, which did not allow for causal inference. Second, the data were obtained through an online survey using the sample matching method. This method is growing in popularity, because it has several important advantages-for instance, it is relatively fast and inexpensive, and it offers respondents complete anonymity. In addition, studies found sample matching to be a valid and reliable method that produces outcomes similar to conventional sampling procedures. Nonetheless, the method is still relatively new, and the present results should be validated using data collected in more traditional ways. Finally, the present results were based on 2 samples that were relatively small. Similar studies with larger samples might produce more robust results using alternative statistical analyses (e.g., structural equation models or zero-inflated Poisson regression) and allowing for the testing of more hypotheses and with more complex factors derived from the social resistance framework.
Future studies, moreover, might extend the explanations of the social resistance framework to other nondominant minorities and to other unhealthy and risky behaviors, as well as to different types of delinquent behaviors. Such studies might explore, for instance, whether social resistance is also associated with delinquent or criminal behaviors that might harm others, such as crimes against persons or property.
In conclusion, the present pilot study provided preliminary evidence in support of the main premises of the social resistance framework. Our results showed that members of nondominant groups who felt discriminated against and alienated from society also exhibited a greater degree of social resistance. In turn, those with higher levels of social resistance were more likely to engage in risky and unhealthy behaviors. These findings offer a potential foundation for the design of more effective interventions aimed at reducing disparities in health and health-related behaviors. Future studies should seek to replicate these results in different societies and among different nondominant groups, as well as using alternative data collection methods, to validate the present preliminary findings and to continue developing the social resistance framework. j
